treatment noncompliance and poor insight were significantly more likely to have their orders renewed. This possibly amounted to a selection bias, but one favouring a negative finding, making it harder-not easier-to show an effect for CTOs.
Reply: Community Treatment Orders for Psychiatric Patients: The Emperor With No Clothes
Dear Editor:
Drs Swanson and Swartz raise more questions than answers about their study. We will deal with these in turn. On the issue of attrition, we clearly stated that, of those who were randomized, there was an 82% completion rate in the North Carolina study. However, this does not take into account attrition prior to randomization. Of all eligible subjects, only 57% completed the North Carolina study.
They also say that the randomized controlled trial (RCT) samples were more typical than we suggest because only subjects with a documented recent history of violent behaviour involving weapons or causing physical injury were excluded, as opposed to less serious violence or verbal threats of harm. But what does that mean? Were the police involved? Were the patients arrested, charged, or convicted? These are crucial distinctions-our study of community treatment orders (CTOs) showed that it was only the presence of a conviction for injury against others that predicted the use of CTOs. 1 It is not unreasonable to suggest that patients convicted of assault may more closely resemble those excluded from the North Carolina study than those who made verbal threats or were involved in physical fights, who might or might not have been arrested or convicted. Moreover, this discussion does not apply to the New York study, where any history of violence led to exclusion. 2 Our commentary on the New York and North Carolina studies is based on the metaanalyses of our Cochrane Review. 3 There was no statistical difference on either fixedor random-effects models between patients randomly assigned to intervention or control groups. Post hoc subanalyses of patients nonrandomly allocated to longer orders are inevitably subject to selection bias. We suggest that this might have led to cases with a good prognosis being differentially selected; Swanson and Swartz suggest the opposite. The only way of elucidating this is to repeat the study with random allocation to 3 groups: control subjects, orders of less than 180 days, and orders of greater than 180 days.
They also say that, when using repeated-measures analysis, they found the outpatient commitment group had a significantly lower chance of readmission with an intent-to-treat, monthly time-series analysis using the original randomized groups. 4 Their paper actually states, Although the overall group assignment (outpatient commitment or control) was significant in this model, as demonstrated in Table 2 , this effect was dependent on increasing days of outpatient commitment. 4 Further, the reader is referred to a table ( Table 2 in their paper) where they present analyses of the effect of being on outpatient commitment for more than 180 days. What exactly does this mean? Is the effect in their logistic regression dependant or not dependant on days of outpatient commitment? Is it only apparent after 180 days? We can only rely on the information as given in their paper. However, this does seem a strange method of presenting the results of an RCT, which is not consistent with the methodology of the Cochrane Collaboration. It also seems merely another way of saying that only nonrandom allocation to orders of longer duration leads to reduced admission.
